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smear showed plenty of pus cells and gram-positive cocci in chains. The samples inoculated on blood agar, chocolate agar, thioglycollate broth and macconkey agar yielded β-hemolytic colonies on blood agar upon incubation at 37°C. Gram stain of the colony revealed gram-positive cocci in chains. The isolate was bacitracin resistant and CAMP test negative. Upon serogrouping with Strep Test kit (Plasma Tec, UK), the isolate was found to be group F streptococci. The anaerobic culture of the sample yielded no growth. The patient was earlier treated with cebanex, amikacin, and metrogyl which were later changed to levofloxacin based on the sensitivity report. The organism was sensitive to clindamycin, erythromycin, levofloxacin, and cotrimoxazole and resistant to penicillin. Ear swab and blood culture were sterile. Inclusion criteria of bacterial brain abscess were (i) characteristic computerized tomography (CT) and/or magnetic resonance imaging (MRI) findings; (ii) evidence of brain abscess seen during surgery or histopathological examination; and (iii) classical clinical manifestations including headache, fever, localized neurological signs, and/or consciousness disturbance. [2] The patient's condition fulfilled all the three criteria. The patient's condition improved after drainage and antibiotics.
Brain abscess is an important neurological disease with high mortality and morbidity. Streptococcus viridans is the most common causative organism of bacterial brain abscess. Other causes include gram-positive bacteria such as staphylococcus and Mycobacterium tuberculosis and gram-negative bacteria such as Proteus, Pseudomonas, etc. Certain fungi such as Candida, Aspergillus, and Cryptococcus were also isolated from few cases. Beta-hemolytic streptococci rarely cause brain abscess which include Streptococcus pyogenes. Here we are reporting a rare case of group F streptococci causing brain abscess.
There are many reports of temporal lobe cerebral abscess following chronic suppurative otitis media. [3] In this case the patient gave a history of ear discharge but no pathogen was isolated from the discharge. Whether the group F streptococci isolated from the abscess have come from the ear can only be Letters to Editor speculated upon. Group F streptococcus has been documented as a pathogen in dental abscess, meningitis, liver abscess, and wound infection especially after appendicectomy, peritonitis. Group F streptococci have also been isolated from Bartholin's abscess and intramedullary abscess [4, 5] and bacteremia cases. [1] In this case, the patient condition improved but had hemiparesis as the sequela of cerebral abscess. The patient was on treatment with antibiotics and physiotherapy for more than a month after surgery. The rupture of abscess into ventricles or subarachnoid space is a fatal complication. Fortunately in our patient, timely surgical intervention prevented such complications. Sir, Recently, we observed that few of our patients after percutaneous nephrolithotomy (PCNL) developed septicemia even though their preoperative mid-stream urine culture was sterile or they were adequately treated if urine culture was positive. In order to decrease the morbidity of percutaneous renal surgery, we designed a prospective study to evaluate the role of culture of pelvic urine and renal stone.. Preoperative mid-stream urine (MSU) and pelvic urine (PU) and stone obtained during PCNL were sent for culture in 50 consecutive patients undergoing PCNL at our hospital. Pelvic urine was obtained after initial puncture. Stones obtained during surgery were washed with sterile saline to remove surface contaminant and then crushed in a bottle and sent for culture and sensitivity (C/S). Patient's age ranged from 19 to 65 years with a mean of 45.3 years. There were 33 male and 17 females in the study group. Patients who already had received antibiotics prior to referral were excluded from the study. Results of the study are given in Tables 1 and 2 . All the patients with MSU and PU positive cultures had stone culture positivity. Three patients had negative MSU and PU cultures with positive stone culture. All the related articles available in PubMed were reviewed. Stone culture was positive from 32 to 79% patients. [1] [2] [3] Prospective clinical study by Mariappan et al, [4] showed that midstream urine (MSU) culture and sensitivity test is a poor predictor of infected urine proximal to the obstructing ureteral stone or infected stones. Gault et al, [1] found that culture of large renal stones is beneficial. Yield of stone culture was maximum in struvite stone. However, culture can be positive in any renal stone. [2] Although our study was small in number and non-randomized, clinical application of it brought fruitful results. Treating the patient with antibiotic according to the pelvic urine or stone culture report has reduced the incidence of postoperative fever and septicemia by 89%. We could not find any published Indian study related to the topic. We conclude that stone or pelvic urine culture can be beneficial during percutaneous renal stone surgery with resultant decrease in postoperative morbidity, leading to reduced hospital stay and overall costs.
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Intestinal spirochaetosis
Sir, A 60 year old male patient presented with history of crampy lower abdominal pain and loose stools of three months duration. The diarrhea was small volume, watery and there was no blood in stool. There was no weight loss, steatorrhea, bloating, borborygmi or vomiting. There was no significant past history. There was no history of high-risk sexual activity. General examination and systemic examination was normal. Hematologic and biochemical work up were normal. His HIV Elisa was negative. Stool routine examination was negative for blood, parasites and ova. Colonoscopy showed mild erythema of cecum and ascending colon, rest of the colon was normal. Biopsy specimen from cecum and ascending colon showed a layer of basophilic organism covering the colonic epithelium forming a false brush border. There was no significant inflammation of mucosa or sub-mucosa [ Figure 1a ]. Giemsa and silver stain [Figures 1b, c] confirmed the organism to be spirochetes. Patient was diagnosed to have intestinal spirochetosis and treated with metrogyl 400 mg orally for 10 days. Patient had symptomatic improvement and repeat colonoscopy and biopsy after one month was negative for the organism.
Intestinal spirochetosis is characterized by the presence of spirochetes attached to the apical cell membrane of colonic epithelium. It is a self-limiting disorder caused by gram-negative motile organisms belonging to family Spirochetaceae. [1] The members of family include, Brachyspira aalborgi and Brachyspira pilosicoli. The organisms are spiral, 10 µm in length, 0.2-0.5 µm in diameter and basophilic. [1] The prevalence of intestinal spirochetosis varies from 1 to 1.5% in developed countries to 11.4 to 64.3% in developing countries. [2] The incidence is higher in homosexual males (35%) and immunosuppressed (20.6-62.3%). [1, 2] The organism spread via feco-oral route and colonization depends on sanitation, diet, sexual practice and
